ter influenza and pneumococcal vaccines. This can help alleviate the strain on primary care facilities and hospitals particularly at the start of the flu season when the demand for these vaccinations is very high. States that allow pharmacists to administer vaccinations have seen an increase in influenza vaccination rates. One study compared influenza vaccination rates in states that allow pharmacists to administer vaccinations versus states that do not. 5 Where pharmacists were allowed to administer vaccinations, the vaccination rate increased from 58% in 1995 to 68% in 1999, compared to an increase of 61% to 65% in states that do not allow pharmacists to administer vaccines. However, due to the legal implications of pharmacists administering injections, many community pharmacy chains may not allow their pharmacists to actually perform the vaccinations but may hire qualified nurses to perform this duty.
A n integral and critical component of the START educational program was discussion pertaining to regional and local issues related to community-acquired pneumonia (CAP) and antimicrobial stewardship. Below are some of the frequently asked questions during the START educational program. 6 cells of S. pneumoniae along with only a few cells of a more robust organism, such as Staphylococcus aureus or Escherichia coli, may lead to a culture result that only shows the more robust organism though this may be due to contamination of the sample. Therefore, an on-site laboratory should always be preferred in order to limit the delay in culture testing. Rapid methods of detecting organisms in sputum samples, such as polymerase chain reaction (PCR), can be used as a diagnostic tool or to confirm microbiological results.
Question 2: How effective is the pneumococcal vaccine in preventing infection?
Response: Currently, the 2 commonly used pneumococcal vaccines are the 7-valent vaccine administered to children and the 23-valent vaccine administered to adults. Both vaccines work well in preventing invasive infections, such as bacteremia and meningitis, caused by strains covered in the vaccine. Recent reports have also shown a benefit of the vaccine in reducing the incidence of noninvasive infections, such as pneumococcal pneumonia, in children and older adults. 2, 3 As a consequence of the use of the pneumococcal vaccine, there has been an apparent shift in the predominant genotypes of S. pneumoniae strains, such as serotype 19A. 4 The prevalence of strains that are covered in the vaccine and were previously major causes of infection has reportedly decreased, while strains not covered in the vaccine have become more common. As a result, the pneumococcal vaccine will need to be updated periodically to ensure that the predominant strains causing infection are covered. The focus on responsible use of antimicrobials has traditionally been in order to preserve their utility and reduce the emergence of resistance. Today, the appropriate use of antimicrobials has also become necessary, since antimicrobial use is a major risk factor for Clostridium difficile infection (CDI)-a major problem in many hospitals and associated with severe morbidity and high mortality. 11 In the province of Ontario, Canada, where C. difficile has become a serious threat, a new policy requires mandatory reporting of all CDI cases. As a result, hospitals will need to ensure that not only are antimicrobials used responsibly but also infection control, including environmental cleaning, is effective in reducing the spread of this pathogen.
An antimicrobial stewardship program that promotes the appropriate use of antimicrobials along with effective infection control can be critical in protecting patients from CDI and other nosocomial infections. When implementing an antimicrobial stewardship program at an institution, it is therefore helpful to include an infection control officer for important insight and support-a recommendation of the IDSA/SHEA antimicrobial stewardship guidelines.
Question 10: Is routine surveillance of hospital personnel recommended as a tactic to reduce the risk of spreading nosocomial pathogens?
Response: Surveillance of personnel may be useful only in isolated instances where there is a cluster of infections at a particular institution or medical ward caused by the same strain, such as MRSA. The medical literature has reports of serious infections inadvertently caused by health care personnel. One investigation of a MRSA outbreak in pediatric and neonatal intensive care units found a high carriage rate of MRSA among health care personnel. A policy of strict handwashing and monitoring, as well as periodic and routine active surveillance of cultures as part of infection control measures was suggested in this case. 12 In the absence of sporadic clusters of infection in hospital wards, it may not be useful to perform routine testing of personnel.
Question 11: Should reducing adverse events be a more prominent goal of antimicrobial stewardship and what methods should be used for detecting or accounting for these events? Response: Adverse events, beyond antimicrobial resistance, are an important aspect of therapy that should be better quantified. There is a lack of a good source that illustrates the prevalence of adverse events in addition to what is reported on product information sheets. Many of the adverse events associated with antimicrobials are due to dosing and allergic reactions-majority of these are preventable, and clinicians should work to minimize such risks. Computer-assisted programs instituted at hospitals may help reduce the incidence of adverse events related to antimicrobial use. include hypersensitivity to moxifloxacin or any other fluoroquinolone. Also, recently, concern associated with QTc interval prolongation with fluoroquinolone use, particularly IV moxifloxacin, has come to the forefront. Patients with heart disorders, cardiac arrhythmias, or taking other medications that may prolong the QTc interval should be prescribed fluoroquinolones with caution. The package insert of all fluoroquinolones has also recently been changed to reflect the risk of tendinitis and tendon rupture with fluoroquinolone use, and clinicians should be made aware of this.
Question 7:
As an antimicrobial stewardship tactic, how is antimicrobial pre-authorization implemented at a hospital? Response: There are various approaches to implementing an antimicrobial pre-authorization program at a hospital. One approach involves the antimicrobial stewardship program (ASP) team deciding the agents that should be restricted and the approved uses for those agents. A qualified member of the ASP team must be available to respond when an order for a restricted antimicrobial is submitted to the pharmacy. When an order for a restricted drug is submitted to the pharmacy, the pharmacist on duty would contact the ASP personnel and provide details of the patient. The ASP personnel would then approve or disapprove the order. If the order is not approved, the prescribing physician would be contacted immediately for a discussion regarding the decisionmaking process and the reasons for inappropriateness of the agent requested and the alternative agents. All attempts should be made to come to a consensus regarding the antimicrobial to be used. In cases where an agreement cannot be reached, the infectious disease consult service should be approached and asked to determine the authorization of the requested antimicrobial. In cases where the ASP team is not available 24 hours a day, any drug should be released for the first 24-hour treatment, but the use of a restricted drug should be reviewed at the earliest opportunity and must be approved by the ASP team for continuation. Question 8: In the current ATS/IDSA CAP guidelines, for patients in the ICU not at risk of infection due to Pseudomonas, it seems that double gram-negative coverage is recommended with a β-lactam plus a fluoroquinolone. Is this necessary? Response: The ATS/IDSA guidelines do not promote double gram-negative coverage as a means to provide synergy or attack the pathogen via multiple routes. 8 ICU patients are extremely ill and may not be able to survive if given antimicrobials with initial inadequate coverage within the first 24 hours. The combination therapy with double gram-negative coverage is to ensure adequate coverage early during the infection and before culture results are available. Once the pathogen has been identified and susceptibility results obtained, it may be possible to de-escalate therapy in order to limit overuse of antimicrobials and to reduce the risk of the emergence of resistance. However, it can be difficult to convince clinicians to change the course of therapy while a patient is doing well, though evidence shows that de-escalation does not impact clinical outcomes and decreases the risk of resistance development.
